Posterior cruciate ligament (PCL) injuries comprise 3% to 38% of all acute knee injuries[@b1-ksrr-29-243], and various operative methods for posterior cruciate ligament reconstruction (PCLR) have been developed over the past several years. However, controversy regarding surgical techniques for PCLR still remains.

Posterolateral corner (PLC) injuries are rare and frequently encountered combined with anterior cruciate ligament (ACL) or PCL tears. It is often difficult to make an accurate diagnosis immediately after an acute injury, and a PLC injury can be overlooked or misdiagnosed. Various operative treatment methods for PLC injuries have been reported depending on the degree of injury and the timing of surgery. Considering that the incidence of PLC injuries has risen owing to the increase in motor vehicle accidents and athletic traumas, accurate in-depth understanding of PLC injuries is even more important.

The current issue of *Knee Surgery & Related Research* contains three articles on PCLR and PLC injuries including one meta-analysis of single-bundle (SB) versus double-bundle (DB) PCLR, one case report describing arthroscopic operative treatment of an avulsed PCL injury from the tibia, and one review article on the current concept of PLC injuries of the knee.

Previously, the anterolateral bundle (ALB) of PCL was considered to be more associated with linear stiffness and ultimate loading than the posteromedial bundle[@b2-ksrr-29-243],[@b3-ksrr-29-243]. Thus, the focus was mainly on reconstruction of the ALB of PCL. However, early studies showed its limited efficacy, such as persistent postoperative instability, particularly residual posterior laxity in full extension[@b4-ksrr-29-243]. Therefore, some authors have suggested that DB PCLR is superior to SB PCLR in terms of restoration of posterior laxity of the knee[@b5-ksrr-29-243]. Also, many authors reported that DB PCLR would be more beneficial in restoring the intact knee function[@b6-ksrr-29-243]--[@b8-ksrr-29-243]. However, such studies were confined to in vitro studies, and there are no clinical studies demonstrating that DB PCLR is superior to SB PCLR. In addition, DB PCLR is not recommended as the preferred surgical procedure because of the longer operation time, technical difficulty, and larger trauma. Thus, based on clinical trials, the superiority between the two techniques in terms of clinical improvement remains inconclusive.

The meta-analysis included in this issue of *Knee Surgery & Related Research* reviewed randomized controlled trials (RCTs) on the outcomes of SB and DB PCLR. Authors concluded that both techniques for PCLR were useful for restoration of knee stability and improved knee function. However, which technique yields better improvement in clinical outcomes remains unclear. Therefore, to verify and further corroborate the clinical results of SB and DB PCLR, more larger-scale, high-quality RCTs are encouraged.

In the case report of a tibial avulsion fracture of the PCL, the authors performed arthroscopic pullout re-approximation using three usual portals (anteromedial, anterolateral and posteromedial portals) for the PCL injury.

PLC injury is rare and frequently a part of multiple ligament injury of the knee; thus, it can be overlooked or misdiagnosed initially. If left untreated, it can be the cause of chronic pain, residual posterolateral instability, and failure of the reconstructed ACL or PCL graft. Therefore, early detection and proper treatment of injured PLC structures are of utmost importance. The review article published in the current issue summarizes the recent literatures regarding the anatomy and biomechanics of PLC and diagnosis, classification, surgical treatments, and postoperative complications of PLC injury.

Isolated grade I and II PLC injuries can be treated non-operatively. Although there is a lack of reports on the outcome of non-operative treatment, minimal radiographic changes were reported in an 8-year follow-up study of patients with an early mobilization protocol[@b9-ksrr-29-243],[@b10-ksrr-29-243]. For isolated grade III PLC injuries and grade II PLC injuries combined by other structural injuries, operative treatment is recommended. The interval between the time of injury and operation is a major factor in the selection of an operative method. Usually, an acute injury is defined as an injury that occurred within 3 weeks prior to treatment and can be treated with direct repair or augmentation although recent studies have reported that primary repair is not sufficient to treat injuries of the lateral collateral ligament, popliteus tendon, or popliteofibular ligament[@b11-ksrr-29-243],[@b12-ksrr-29-243]. If the grade of injury is severe or tissue is not vital enough, augmentation or reconstruction can be considered instead of primary repair. Outcomes of repair of acute PLC injuries are better when performed early in the acute stage[@b13-ksrr-29-243]. If the surgery is performed within the first 2 weeks of injury, the anatomy is much easier to identify and anatomic repair can often be achieved with ease[@b14-ksrr-29-243].

A chronic injury of the posterolateral structure is the one that has persisted for more than 3 weeks following injury. The torn structure becomes fibrotic scar tissue and direct repair can be difficult owing to tissue adhesion. Moreover, joint stiffness may occur after surgery. Therefore, reconstruction is recommended in chronic injuries. Also, the alignment of lower extremity and gait patterns are considerably important in chronic cases. Diagnosis and treatment of limb mal-alignment should not be overlooked in the management of chronic ligamentous instability[@b15-ksrr-29-243]. If there is more than 3° of varus deviation or the hip-knee axis passes within 30% of the medial side of the tibial plateau, high tibial osteotomy can be considered.

Reconstruction of the injured PLC structures can be performed anatomically and non-anatomically. Anatomic reconstruction of the injured PLC structures is more recommendable than non-anatomic reconstruction because non-anatomic and non-isometric reconstruction can increase the risk of limitation in knee joint movement, eventually leading to treatment failure.

PCL and PLC injuries are not common knee injuries and are likely to be overlooked in the diagnostic process. In addition, sufficient data on treatment results are not available compared to other common knee injuries. Therefore, there is a need for continuous accumulation of various research results.
